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Colorado Beacon Consortium

One of 17 HHS/ONC “Beacon
Communities” charged with
demonstrating the effect of investment
in health information technology (HIT)
in improved process and outcomes

Longstanding, but informal,
community collaborators in Western
Colorado (Grand Junction and
surrounding rural and frontier regions)

Community-wide consortium,
sponsored by four independent
partners: Rocky Mountain Health
Plans, Quality Health Network (HIE),
Mesa County Physicians IPA, and

St. Mary’s Hospital and Regional
Medical Center

Baca

CBE

Colorado Beacon Consortium
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Colorado Beacon Consortium

* Population
— 320,000 total residents
— 30% < 250% federal poverty level
— 25% adults (18—64) uninsured

 Providers

Yuma

— 107 primary care groups
— 12 hospitals Creyenne
— 3large IPA/PHO orgs .,
— 827 total practitioners (all specialties % \ o | oo ’. i
and mid-levels) e
« Payers aa

— Rocky Mountain Health Plans
* 60% Medicaid
* 40% Medicare
* 40% Commercial
— Aggregate risk shared with IPAs and PHOs

— Other Fee for Service and government payers

CBC

Colorado Beacon Consortium
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Colorado Beacon Consortium

Improve efficiency and
performance within existing
resources

Transform our “collaborative
culture” to create a more
systemic relationship between
measurement, analysis, and
change processes

Increase motivation among
providers and other participants
for continual improvement

Promote the formation of self-
directing “Medical
Neighborhoods”

Quality

Clinical Data
Bottom-Up Interventions
Payment for Outcomes

(What we Need)

BEACON

AN

L

Administrative Data
Top-Down Interventions
Payment for Volume

(What we Have)

—>

Cost

Colorado Beacon Consortium




Four Key Elements of
Improvement and Integration

—

Process Technology
Improvement Data Aggregation
Data Collection Interoperability
Skill Building Tools

Impact
Value
Creation

\\

D“:;:;(s_aon Measurement
Data Re::)oging & Analysis
Prioritization Dg’;’:la:i/ﬁgggggn

Payment ‘ ’ Gap Identification
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ldentification of High-Risk Patients
and Prospective Modeling

Discussion Overview

* Core questions
e Further considerations

e Where to start




ldentification of High-Risk Patients and
Prospective Modeling continued

Why ldentify Risk and Stratify Patients?

To support care coordination activities

To target resources more effectively (scarce or not)

To engage and activate patients in changing behavior

For comparative effectiveness and/or financial objectives

All of the above?




ldentification of High-Risk Patients and
Prospective Modeling continued

Population Monitoring/dentification I

¥

Health Assessment I

L 4

Risk Stratification I

¥

Care Continuum
Moderate Risk m————- High Risk

No or Low Risk gl

Health Management Interventions
Health Promotion, Health Risk i Care Coordination/ Disease/Case
Wellness Management Advocacy Management

Organizational Interventions
(Culture/Environment)

Tailored Interventions

Community Resources

Operational Measures

\ 4

Program Outcomes
Psychosocial Behavior Clinical and Productivity, Financial
Outcomes Change Health Status Satisfaction, QOL Outcomes

Sosrce: Oubcomes Guideline Report Volumee 5. Copyright 2010, Care Contintzm Alliance)

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
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ldentification of High-Risk Patients and
Prospective Modeling continued

More Critical Questions:

On which populations will you focus?

How do you know whether all patient risks are reflected in your
measurement process? Which risks will be omitted and what is the
impact?

How much credence do you place in the contemporary predictive
modeling tools and methods? Will others feel the same way?

What will you do when patient risk is identified and ranked?
How will you communicate with patients about the risks you identify?
Who are your external partners in this process?




ldentification of High-Risk Patients and

Prospective Modeling continued
Build a Logic Model First

Diagnostic Complexity

Heightened Risks

Patient Characteristics

Frequent Confounding
Factors

Clinical Focus

Time Horizon for Outcomes

Planned Interventions

Additional Coordinated
Therapy (When Necessary)

Diagnostic Complexity

11

Low Physical / Low Behavioral

Accident, Disease, Disability

Not Diagnostically Complex
Higher Functional Ability

Unhealthy Behavior
Lower-Scale Depression
Chronic Pain
Substance Abuse

Behavior Change
Pain Management
Addiction Disorder

Longer Term

Depression Screening
Substance Abuse Screening
Motivational Interviewing
Patient Coaching
Pain Protocols

Substance Abuse Treatment
Short-Term Therapy

Low Physical / Low Behavioral

Low Physical / High Behavioral

Accident, Disease, Disability,
Major Event / Mortality

Major Psych Diagnosis
Lower Functional Ability

Unhealthy Behavior
Chronic Pain
Substance Abuse
Isolation
Difficulty Utilizing Primary Care
Care Coordination
Medication Adherence

Behavior Change
Pain Management
Addiction Disorder

Primary Care Access

Longer Term
Multidisciplinary Case Mgt
Substance Abuse Screening
Patient Coaching

Navigator Services
Pain Protocols

Substance Abuse Treatment

Low Physical / High Behavioral

High Physical / Low Behavioral

Major Event / Mortality

Major Physical Diagnosis
Lower Functional Ability

Unhealthy Behavior
Lower-Scale Depression
Chronic Pain
Substance Abuse

Care Coordination
Medication Adherence
Behavior Change
Pain Management
Addiction Disorder

Near Term

Multdisciplinary Case Mgt
Depression Screening
Substance Abuse Screening
Motivational Interviewing
Patient Coaching
Pain Protocols

Substance Abuse Treatment
Short-Term Therapy

High Physical / Low Behavioral

High Physical / High Behavioral

Major Event / Mortality

Major Physical and Psych
Co-Morbidities, Lowest
Functional Ability
Unhealthy Behavior
Chronic Pain
Substance Abuse
Isolation
Difficulty Utilizing Primary Care

Care Coordination
Medication Adherence
Behavior Change
Pain Management
Addiction Disorder
Primary Care Access

Near Term

Multidisciplinary Case Mgt
Substance Abuse Screening
Motivational Interviewing
Patient Coaching
Navigator Services
Pain Protocols

Substance Abuse Treatment

High Physical / High Behavioral
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ldentification of High-Risk Patients and
Prospective Modeling continued

Do you have access to the scope and depth of discrete data
necessary to support your interventions and goals?

— Administrative data

— Clinical data

— Demographic data

— Assessment and screening data

— Care planning information

Do you have access to the analytic support required to
understand and validate results?

Do you have the operational support required to maintain
real-time data for feedback and clinical decision support?




ldentification of High-Risk Patients and

Prospective Modeling continued
What Are Your Resources?

ACO Maturity

Success Factor Early Developing
l. ACO Member Engagement Episode of care Pre-care intervention; Prevention;
Call center support Member outreach; Lifestyle consultation;
Social media (one to one) Remote monitoring;
Social media (many tc many)
Il. Cross Continuum Medical Case management Care coordination; Disease management;
Management Patient centered medical home Health maintenance
I1l. Clinical Information Static; Pushed (automatic); Real time sharing across all
Exchange Read-only access; Continuity of care documents venues; Patient access
User request-based
IV. Quality Reporting EHR (meaningful use stage 1) EHR (meaningful use stages Real-time,
2 and 3) dashboard/desktop, ad hoc
reporting
V. Business Intelligence, Patient focused; Population-based; Social and network data;
Predictive Modeling and Episode/encounter focused data; | Continuum of care data; Behavioral analytics;
Analytics Retrospective; Predictive health analytics Real-time

Clinical and financial

VI. ACO Risk and Revenue Cost accounting across the Provider network management; Capitation management
Management continuum of care; Global contracting;
Membership data management Allocation of payment

Enders, Battani, Zywiak, Health Information Requirements for Accountable Care. Computer Sciences Corp, 2010.

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.

13




14

Tools and Resources

Partners, resources, and roles? Who, what, and how:

* Defermine and update care coordination needs

» Creafe and update a proactive plan of care

 Communicate: PCMH

— Between health care professionals & patients/family
— Within teams of health care professionals
— Across health care teams or settings

* Facilifate fransitions
* Connect with community resources
* Align resources with populafion needs  ACO

Fisher, Elliot; Grumbach, Kevin; Meyers, David, et al. Unpublished, September 8, 2010. Consensus Meeting
Briefing Materials on Care Coordination: Issues for PCMHs and ACOs.




Impact of these Activities on
Quality, Use, and Expenditures

* Why measure?
— To improve skill
— To improve outcomes
— For accountability

e Measure — at what level?

— Population level
— Patient level
— System operations

* Getting to Value

15




Impact of these Activities on Quality,
Use, and Expenditures continued

Current CBC Measures

Prevention & Population
Health
Breast Cancer Screening (NQF 0031)

Childhood Immunizations Status (NQF 0038)

Tobacco Assessment & Intervention
(NQF 0028)

Uncontrolled Diabetes Admission Rate (PQl #14) Adult Weight Screening and Follow-Up
(NQF 0421)
Diabetes hbA1c Poor Control (NQF 0059)
Weight Assessment & Follow-Up
Hypertension Admission Rate (PQl #14) (Kids -NQF 0024)

Asthma Admission Rate (PDI #14)
Use of Appropriate Meds / Asthma (NQF 0036)

IVD Lipid Panel and LDL Control (NQF 0075) Costs

Emergency Room Utilization
(HEDIS)

Inpatient Re-Admission Rates < 30
Days (HEDIS)

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.




Impact of these Activities on Quality,
Use, and Expenditures continued

Quantitative Indicators

* Population Measures — Longitudinal, practice-specific
improvements over validated baselines

* Patient Measures — Reduction of individual patient risk scores,
improvement over time on assessments and screens

* (Cost Measures — Appropriate utilization of services,
benchmarks, and budget targets

* Operational Measures — E.g., increased participation,
transaction volume, and data aggregation within health
information exchange (HIE)

17




Impact of these Activities on Quality,
Use, and Expenditures continued

Surveillance Accountability Improvement Value

*Jim Chase, President, MN Community Measurement

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.
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Impact of these Activities on Quality,
Use, and Expenditures continued

Getting to Value

Few measures correlate activities with measured reductions in
patient health risk and avoided costs

Numerous confounding human and system variables make the
assessment of value difficult

* A prospective approach can actuarially link the performance

on specific measures of performance occurring over a short
prospective time horizon (3-5 years)

* Trend-specific linking can support performance bonus award

19

based on a percentage of the reduced rate of cost growth
(e.g., BCBS of Mass Alternative Quality Contract and Colorado
Medicaid Net Present Value pool)




Impact of these Activities on Quality,
Use, and Expenditures continued

Clinical Decision Support Tools and Patient-Level Measures

20

Emerging, advanced clinical decision support technologies and
modeling methods, which document behavior data (e.g.,
medication adherence and smoking) and quantify multiple
risks and improvement opportunities

Designed to account for multiple, continuous health risks as
well as benefits (treatment and behavior change
interventions), and quantify the likelihood of prospective
adverse events

May provide more effective support for provider incentive
arrangements that are focused on behavior change,
particularly in smaller-scale care settings




Impact of these Activities on Quality,
Use, and Expenditures continued

Exhibit 1. Interrelation of Organization and Payment
Imtegrated
system
B capitation Cutcoms
_E Measures;
= ©Global DRG large % of o
& fee: hospital, total payment o
=  post- acute, Less E_
[=1] and physician . E'
% inpatient Feasible H
a Care coordination &
E Global DRG fee and intermediate E
= hospital only outcome o
[ Measures; -y
[« Global miderate % of -
ambulato
hE e fone ¥ More total payment %
= ) Feasible o
= Global primary o
= care fees un
.E Preventive care; E'
= Blended _F FS management of -
= and medical chronic conditions
S home fees measures; small %
of total payment
FFS and DRGs
Small MD Primary care Pl walti- Hospital Integrated
practice; MD growp specialty system delivery
unrelated practics MD group system
hospitals practice
Source: &, Shih, K. Davis, 5. Schoenbaum, A Gauthier, B. Muzum, and D. McCarthy, Onganizing the ULS. Health
Care Delvery Sysfem for High Performance (Mew York: The Commonwealth Fund, Sug. 2008}

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.




Impact of these Activities on Quality,
Use, and Expenditures continued

Elements of an Ideal Payment System

* Reduced disparity between cognitive and procedural services

 Reduced dependency on volume

* Provides support for technology, infrastructure, and “in-between visit” care

* Rewards desired outcomes and is not just limited to readily measured
performance

* Risk-adjusted / accounts for variation in patient health status

* Rewards are not limited exclusively to cost containment; must also
recognize the value that quality creates

* Encourages/depends on coordination among all providers in the care
continuum

e Multi-payer in nature (not “one off”) and rewards best practices

— Diane Rittenhouse, MD, MPH

22
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Objectives for the Learning Module

Coordinating care and managing care transitions

Strategies and resources required to connect providers

Understand how to implement components of Population Health
Management

Primary Care Transformation

Data Analysis Methods for Population Health
Care Coordination

The Medical Neighborhood

Care Transition Models

NCQA PPC-PCMH Recognition

Colorado Beacon Consortium Transformation Program
ACO and Care Delivery Case Studies

Integrated Physician Network
Fairview
Camden Coalition of Healthcare Providers
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Why We Need Accountable Care

To Err is Human
http://www.iom.edu/Reports/1999/To-Err-is-Human-Building-A-Safer-Health-System.aspx

Crossing the Quality Chasm
http://www.iom.edu/Reports/2001/Crossing-the-Quality-Chasm-A-New-Health-System-for-the-21st-
Century.aspx

The Quality of Health Care Delivered to Adults in the United States
http://www.nejm.org/doi/pdf/10.1056/NEJMsa022615

U.S. Ranks Last Among Seven Countries on Health System Performance Measures
http://www.commonwealthfund.org/Newsletters/The-Commonwealth-Fund-Connection/2010/June-25-
2010.aspx

The Commonwealth Fund Survey: 72 Percent in U.S. Think Health System Needs Major

Overhaul
http://www.commonwealthfund.org/Newsletters/The-Commonwealth-Fund-Connection/2011/Apr/April-
15-2011/Whats-New/72-Percent-in-US.aspx

Barbara Starfield: Passage of the Pathfinder of Primary Care The Attributes of Primary Care
http://www.annfammed.org/cgi/reprint/9/4/292

Center for Healthcare Quality and Payment Reform Harold Miller
http://www.chqpr.org/downloads/HowtoCreateAccountableCareOrganizations.pdf




Guiding Principles

Expanded Sare ¥ode! Institute for Health Care
- i — Improvement Triple Aim:
Create supportive /,,/""7 Tl

environments o Health System () |mprove the health Of the

Systems
Strengthen Self Management = | -
DeliveIVSvStem V‘ popu atlon
Design o

. e Enhance the patient experience
S mw\ of care (including quality, access,
oo and reliability)

e Reduce, or at least control, the
per capita cost of care

Population Health Outcomes /
Functional & Clinical Outcomes

What are we trying o Six Aims of the Institute of Medicine:

S—— Safe — avoiding injuries to patients from the care that is
< 5 intended to help them

How will we know # 2 change Effective — providing services based on scientific knowledge

& om improvement” to all who could benefit and refraining from providing services
{/7 to those not likely to benefit (avoid underuse and overuse,
What charges can we make that respectively)
will resutt in improvement? Patient-centered — providing care that is respectful of and

responsive to individual patient preferences, needs and values
and ensuring that patient values guide all clinical decisions.
Timely — reducing waits and sometimes harmful delays for both
those who receive and those who give care
Efficient — avoiding waste, including waste of equipment,
supplies, ideas, and energy
Equitable — providing care that does not vary in quality because
of personal characteristics such as gender, ethnicity, geographic
location, and socioeconomic status

Model for Improvement

www.ihi.org
www.iom.org
www.improvingchroniccare.org

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.
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Building a Transformation Program

Engage health and health care community in creating your program ... and don’t
forget the patients

Create sustainability in the process

Use Lean Quality Principles to remove waste and create space for new more
productive processes

IHI Breakthrough Series Learning Collaboratives
http://www.ihi.org/knowledge/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativ
eModelforAchievingBreakthroughlmprovement.aspx

Aim, measures, change package, reporting structure, resources for success

Sample Learning Collaborative Materials from ICIC and HRSA
http://www.improvingchroniccare.org/index.php?p=BTS_Collaborative_Training_& Materials
&s=373

http://healthcarecommunities.org/

Quality Improvement Coaching/Advisors/Facilitators
http://www.improvingchroniccare.org/index.php?p=Practice_Coaching&s=242




Enhanced Care Model Diagram

Health System

>0©

Population Health Outcomes/
Functional and Clinical Outcomes

Barr, V., et al. Hospital Quarterly, Vol. 7, No. 1, 2003, pp. 73 —-82.

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.
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Pre-Work, Learning Sessions, and Action Periods

June-August
2011

Pre-Work
(3 mo’s)

Webinars:
Team Formation
Registry
Storyboard
Measures

30

September
2011

Kick-off

LCS 1
(1 day)

Coaching
Webinars
Website
Tools

BAce @ Raics >\ Diac Hel

January May September
2012 2012 2012
Coaching Coaching Summit
Webinars Webinars
Lcs2 Website LCS3 Website Lcs4
(1 day) Tools (1 day) Tools (1 day)

Action Period

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.
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Colorado Beacon Consortium

cB&

Colorado Beacon Consortium

Practice Transformation Program Guiding Principles
= |HI Triple Aim
= |OM Six Aims

Program Methodology

= Care Model

= Model for Improvement

= Performance Improvement

= QIAs and Learning Collaboratives

Time Frame and Goals

= One Year with Advisors and Learning Collaboratives

= Close the Gap by 50% from Baseline Measures

= Improve Value — Team, Evidence-Based Guidelines,
Patient-Centered, HIE/HIT
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CBC Change Package

Performance Improvement

Choose a measure

Determine a baseline

Evaluate your performance

If performance is not what you would like, develop a performance aim
Make changes to improve performance

Monitor performance over time

Use Quality Improvement Tools, Models, and Resources

Review and use the Expanded Care Model (a.k.a. Care Model)
Review and use the Model for Improvement

Team-based care delivery

Monthly measure and narrative reporting

Community learning collaborative

Quality improvement advisors

High-Leverage Changes

Registry functionality (stand-alone or as part of the electronic health record [EHR])
Use planned care templates and protocols

Self-management support

Maximize health information technology

Optional Practice Transformation Initiatives based on the Enhanced Care Model




Using Data for Knowledge ... and Outcomes!

* Determine your measures
— Population of focus — what is the greatest need and opportunity?

— Process? Outcome? Both?

— Is there an unintended consequence? Do you need a balancing
measure?

 Measure and review data monthly

— |s the registry up to date?
— |s there confidence in the reporting?
— Are their patient outliers who could have targeted outreach?

— Are their care team factors? What systems need to be established—
protocols or planned care, etc.?

33




Using Data for Knowledge ... and Outcomes!
Part Il

 What is the data saying?
— Positive trend
— No movement
— Initial progress and now flat

* Determine interventions
— Are there health system Issues (cost of copay, access)
— Devise plan for how to keep the registry up to date, standardized documentation

— Are their patient outliers? Use the following messaging: “These patients are not receiving
optimal care—why?”
— Are there care team factors? What systems need to be established?

* Report the data. Be Transparent.

IHI’s Improvement Tracker
http://app.ihi.org/Workspace/tracker/

A User’s Manual for the IOM’s “Quality Chasm” Report, by Donald Berwick, MD
http://content.healthaffairs.org/content/21/3/80.full.pdf

34
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Care Coordination

Managing referrals and services that happen outside of the
practice

Utilize community resources—public health, health plan,
recreation centers, faith-based organizations

Care protocols for high-risk patients, i.e., focused visits, care
management, health coaching, etc.

Create work flows for high-leverage scenarios—behavioral
health, poly pharmacy, co-morbidities, social determinates of
health, post-ER visits and/or discharges

Communicate and collaborate with the patient and family
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Care Coordination Resources

Care Coordination Tool Kit
http://www.improvingchroniccare.org/index.php?p=Care_Coordination&s=32

SafetyNet Medical Home Initiative Change Package
http://www.ghmedicalhome.org/safety-net/carecoordination.cfm

PCMH-Neighbor
http://www.acponline.org/advocacy/where_we_stand/policy/pcmh_neighbors.pdf

PCMH-Neighbor Checklists

http://www.acponline.org/running_practice/pcmh/understanding/specialty_physici
ans.htm

Colorado Medical Society Primary Care-Specialty Compact
http://www.cms.org/strategic-priorities/practice-viability/systems-of-carepatient-
centered-medical-home-initiative/
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Care Transition Models and Resources

Care Transitions Model (Eric Coleman)
http://www.caretransitions.org/ctm_main.asp

Transitional Care Model (Mary Naylor)
http://www.innovativecaremodels.com/care_models/21/leaders

Staar
http://www.patientcarelink.org/Improving-Patient-Care/ReAdmissions/STate-Action-on-
Avoidable-Rehospitalizations-Initiative-STAAR.aspx

ReEngineered Discharge
http://www.ahrg.gov/news/kt/red/redfag.htm

Colorado Foundation for Medical Care (CFMC)
http://www.cfmc.org/caretransitions/

BOOST

http://www.hospitalmedicine.org/ResourceRoomRedesign/RR_CareTransitions/html|_CC/projec
t_boost_background.cfm

CMS Discharge
http://www.medicare.gov/publications/pubs/pdf/11376.pdf




NCQA PCMH 2011 Content and Scoring

A Tool for Transformation

PCMH 1: Enhance Access and Continuity Pts PCMH 4: Provide Self-Care and Community Pts
Resources
A. Access During Office Hours** 4
B. Access After Hours 4 A. Support Self-Care Process** 6
C. Electronic Access 2 B.  Provide Referrals to Community Resources 3
D. Continuity (with provider) 2 9
E. Medical Home Responsibilities 2
F. Culturally/Linguistically Appropriate Services 2 PCMH 5: Track and Coordinate Care Pts
G. Practice Organization 4
20 A.  Track Tests and Follow-Up 6
B. Track Referrals and Follow-Up** 6
PCMH 2: Identify and Manage Patient Populations Pts C. Coordinate with Facilities/Care Transitions 6
. 18
A. Patient Information
B. Clinical Data 3 PCMH 6: Measure and Improve Performance Pts
C. Comprehensive Health Assessment 4
D. Use Data for Population Management** 4 A. Measure Performance 4
5 B. Measure Patient/Family Experience 4
16 C. Implement Continuous Quality Improvement**
D. Demonstrate Continuous Quality Improvement 4
PCMH 3: Plan and Manage Care Pts E.  Report Performance
F.  Report Data Externally 3
A. Implement Evidence-Based Guidelines 4 3
B.  Identify High-Risk Patients 3 2
C.  Care Management** 4 20
D. Medication Management 3
E. Use Electronic Prescribing 3 Optional Patient Experiences Survey
17 **Must Pass Elements T

38
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Case Studies

Integrated Physician Network—North Metro Denver, Colorado
— Thanks to David Ehrenberger, MD

Fairview—Minneapolis, Minneapolis

— Thanks to Terry Carrol

Camden Coalition of Healthcare Providers—Camden, New

Jersey
— Thanks to Jeff Brenner, MD, and Sandi Selzer




Independent Physician Network ¢ Common leadership (501c3)

North Metro Denver, Colorado — 26 practices (40 sites)

— 200+ providers, 125+ primary care,
Established in 2004 75+ specialists; 1,000+ end users

Serving communities in North Denver — Family Medicine, Internal Medicine,
Pediatrics, OB-GYN, Cardiology, Orthopedics,
General Surgery, Neurosurgery, and
Anesthesia

— Federally Qualified Health Center (FQHC)
(4 sites) and 2 community hospitals

— 9 Patient-Centered Medical Home (PCMH)
Level Il practices

e Common enterprise EHR, database,
analytics

e Common support and requirements for
performance improvement

* Single signature contracting based on
proven outcomes

40




iPN
The Lifeblood of an Accountable Care
Community Clinical Integration
“Powered through Shared Infrastructure”

e Collaborative Leadership for Community Benefit

— Primary care physicians, sole community providers, hospitals,
behavioral health, extended care facilities, FQHCs, patients

— Common vision: effectiveness, access, efficiency, safety, etc.

 Healthcare Value Information Technology
— QGreat at the care transaction

— Great at actionable care analytics: meaningful data for population
health management

* Learning Organization
— Interested in data
— Systems that promote evolutionary change
— Transparent performance, results that show

41




IPN Community Health Record

f o =
$E
Patient
Registries

.
Data Mining
+ Reporting

_

Analytical Data
Base and
Warehouse/
Business
Intelligence

1. Quality @
Population level

2. Per Capita Cost
3. Patient Experience

42
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Integrated Physician Network

Diabetes Qutcomes

Practice{s): Broomfield Family Practice , Clinica Campesina , Coal
Creek Family Medicine . Family Practice Associates , Flatiron

Internal Medicine , Partners In Health Family Medicine
Sitefs): All

Run Dade: July 15, 2011 229:59

Rendering Location{s): All
Care Team{s): All

PCP{s) Al

iPN: 4119 people

w/Diabetes

Rendering Providern[s): All

| Total Diabatic Patiants In Reglstry

Fun Cate: July 14, 2011 11:45:40

e: 577 people
/Diabetes

Date: July 14, 2011 115837

r: 65 people
Diabetes

D%

Tolal Numer of Diabetes Fatients 4113 =T
| Hpalc - Blood Sugar Conirod | = — aae
Afledst Cne HoATE (In 1351 365 days) 3514 14113 Percant 5.3 % :
TWa o more HEA1c (I [35t 365 days), = 90 days apan 283514113 Percant T1a% |97 Percent 3% Percent ge2t
Most recent HoATE < 7% In [ast 365 gays) 165114113 Percant s |57 Percent 49.2% Percent BLE%
Foor contral - HoAle » 5% or No HEA e (In last 365 days) 1253 14113 Percent maw |7 Percent 232% Percent a1%
Blood Prasaurs Control Percent 0%
SBP and DEP documented 3643 74113 Percant g33% |97 Percent 25.1%
Mot recent BP < 130D 1556 14113 Percant mawn [907 Percent 477 % Fercent 2an%
Muost recent BP < 140080 205174119 percant 719% |37 Perent a23% Percent f23%
Cholastrol Controd Percent B2 %
Atleast One LDL Jin the last 385 days) 262314119 Percant Ea5% |57V Percant TB5%
Most racent LDL < 100 mg! {In last 365 days) 175114113 Percant 425% |57 Percent 57 % Percent Ho%
Poar contral LOL - LOL >130 mgidl or Mo LOL {In last 365 days) 1658 14113 Percent 5% [577 Fercent TI% Percent T23%
| Seif Management | Education | Percent 0.8 %
Self Management Goal Set (Last 365 days) 1547 14113 Percent TE% |577 Percert ITRED
| Eye Exam | Percent 123 %
Eligltie for Retinal Exam 211974113 Percant W% |57 Percent 100 %
Retinal Exam Done (In the [ast 365 days) 59174113 Percant 241% |sr7 Pernant TE% w— 0
oot Exam | Percent 415%
Eligibie for Foot Exam 2103 14113 Percent wE% |57 Cp—— a
| ":;1::2 n:ﬂ:::::t.rs fays) 2055 1 4103 Percant £1.1 %l 78 Percent 5479 — —
Microdlbumin OF MAC Ratio resut (In last 365 4ays) 2136 14113 Percant S19% [ Ew— N Percent S23%
Creatinine Semum resut [in the |ast 365 days) 3231 14113 Percent A% | Farsant -
Any Intervention for Mephropathy [iast 365 days) 39574119 Percent Ba8% | Sercant — Percent B8.2 %
Mo Metical Attantion to Nephropathy (last 365 days) 73374119 Percent 8% | Sercant — Percent IR
Tobacco Use & Counsslling Percent BB %
Curment Smcker =00/ 4119 Percant 123 % Fercent 10.8 %
- [%m LT Percent 104 %
Smoking Ing {last 355 days) 265 550 Percent 455 %
60 Percent 11.7 % Percent

h
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The Practice Data Wall
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Flu vaccination

integrated Physician Netw ork
Flu Vaccination

100%

90% D/O-\O_O\c —

80% /

/~

\_/ /

50% \ 7{ /D/D’D_E/

e

\ \\/ 7

20% /

10% m!

0% r r r r r r r r r r r r r
N IS ® N > N N > PN DS :
@8\ S » O R & éo\\ & N & & & ®f$\ ~

—{J—iPN Overall (n=4634) Target (70%) —O— Best
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Flu vaccination:

integrated Physician Network
Fu Vaccination

practice data —
90% g—o—a—0- :fP‘@':i—
80% /@///.i// A
70% —P@J—@ /;/HFM —A
60% A——_A\A‘—’Q\ / /ZA//W /;5 ; i
ol N VA= ]

40%

30%

20%

10%

0%

Practice A (516)

Practice B (2601)

Practice C (130)

Practice D (173)

Practice E (115)

Practice F (321)

Practice G (137)

Practice H (124)

Practice | (59)

Practice J (28)

Practice K (74)

iPN total (3918)

Target (70%)




Diabetes

integrated Physician Network
Diabetes Patients with LDL >=130mg/dl (poor cont)

cholesterol

ContrOI N =2921 (Patients with an LDL in the last year)
100%

90%

80%

70%

N Z
60%
A4
50%
2004
40% .
—— Baseline=18%

30%

20%

109 | ] o] | ] L} L o — o -

O O
O% 1 1 1 1 1 1 1 1 1 1 1 1 1
*,\9 0,\9 \\\;\9 O Q,\/Q S S > < > o A'\’\/ >
KRN ?90) A M N %A\ R R
47 .
—{—iPN Overall (n =3675) Target (37%) —O— Best
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Accountable Care for Independent Providers:
A Turnkey Organization

iIPN Community Integration Model

Administration: CEO (1.0), CMO (0.5), Administrative Assistant
(1.0)

EHR and Practice Management System Trainers (3.0)

Quality and Performance: Quality Director (1.0), Practice
Coaches (2.0)

Clinical Information System Support (Local): IS Director (0.5),
EHR Analyst (1.0), PMS Analyst (1.0), Help Desk (0.5),
Analytics and Reporting (1.0)

Community Hospital: HIE integration; CEO Board member
(non-voting); Safe Harbor subsidy @ 25%
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IPN Community Integration Model —
Take-Home Messages

Requires collaborative multi-stakeholder vision, clinical
leadership around HIT design and function, and
high-functioning teamwork across the community

Essential for robust clinical integration and driving Triple Aim
value

Inexpensive (~2% revenues across the membership)

A proven model that delivers on the infrastructure, systems,
and change typically absent from community resources

WWW.ipn.org




Fairview

Large integrated health system
* Not-for-profit, established in 1906

 Headquartered in Minneapolis, MN

* Partnership with University of
Minnesota

e 22,000+ employees
e 2,500 aligned physicians

Comprehensive continuum of services

-

. ~ 5 Hibbing

maNGE
MINNESOTA

Princeton .,
(NORTHLAND)
\ (N iE *

* 8 hospitals (1,450 staffed beds) 2009 data

* 42 primary care clinics « 4.8 million outpatient encounters
* 55+ specialty clinics e 80,314 inpatient admissions

* 28 retail pharmacies e $333.6 million community

e 29 rehabilitation centers
e 26 senior housing locations .
 Home care and hospice .

50

contributions
Total assets of $2.4 billion
S2.7 billion total revenue



Fairview

Fairview’s Strategic Roadmap

Vision Goals

Mission

The best health
care delivery
system for
America, in
partnership with
University of
rlinnesota.

Strategies

Create an integrated, multi-specialty
provider network.

Create an environment for
transformation that actively engages
employeess and physicians.

Eliminate unintentional variation and
transform owverall performance — quality,
exparience, cost — across the continuum.

o

Cragte new models for innovative
care delivery and payment.

Establish the apabilities to accept risk
and manage the health of populations.

Attract new customers and optimize
redationships with current customers.,

Inwest in research and education to
create a reliable pipedine of Innovation
and gquality talent.

oy,

Create financial capadity to fund quality,
innowvation and growth.
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DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.



Fee-for-Service

Volume

Shared Savings

Care
Delivery
Innowvation

Fairview
Medical Group
Reorganization

|

Medical Home

Episode Payment

Fairview

Building Capabilities to Care for
the Health of Populations

Value

Partial Capitation Global Payment

Network Development

Epic Install

Population Health

Integrated Business Intelligence

Clinical Pathways

Physician Compensation

Payer Contracting Methodologies

Fairview Population

Operating Model/Infrastructure
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DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.
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Fairview

Work Underway to Create
“New Value Chain”

Clhinic Model
Redesign
Team-based Care

Care Packages
Virtual Care

*NetClhinic
*Virtual Care
*Patient Activation
*Panel

Management

Change
Care

Consumer Provider

Value

Change

. Change
Experience

Employer/ Payment

Flan

* Value-Based

Payment

* Shared Savings

Models

*» Total Cost of Care
* Performance Risk

* Episode Payment
* Global Payment

Building a Community Capability to Generate New Care, Experience and Payment

B Models

_..‘
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Camden Coalition of Healthcare Providers

2002-2009 with Lourdes, Cooper, Virtua data
— 480,000 records with 98,000 patients
— 50% population use ER/hospital in 1 year

Leading emergency department/hospital utilizers citywide

— 324 visits in 5 years

— 113 visits in 1 year
Total revenue to hospitals for Camden residents $460 million
+ charity care

— Most expensive patient — $3.5 million

— 30% costs = 1% patients

— 80% costs = 13% patients

— 90% costs = 20% patients




Hotspotters

Healthcare Cost Hotspots in Camden, NJ (Jan 2002-June 2008)

gh Cost Buildings...

Northgate Il

3,901 visits, 615 patients

$83 million in charges
($21,000 per visit)

$12 million in receipts

15% collection rate

Abigail House
1,414 visits, 332 patients
— $92 million in charges
P .xg ($65,000 per visit
& $15 million in receipts
16% collection rate

Overview of High Cost Hotspots...

Receipts Visits Patients

Mop incluues only
blocks with at
least 1 visit

v what 1¢
NOW W lo
Ly A, an

Ca md en COa I iti on of Source: Cooper, Lourdes, and Virtua

» Hospital and ER billing data
Healthcare Providers Jan 2002-June 2008

[ healch




Citywide Care Management System

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.
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Camden Diabetes Collaborative

Transform primary care at 10 local offices (Patient-Centered
Medical Home using Chronic Care Model)

Improve access to diabetic education
Care coordination with Medical Day Programs

Targeted care of the high-cost/high-needs diabetes mellitus
patients




2 hittps: ffprivate. chartronnect comfems |

AN

wd  Cal AR NekPracticeEHEweb

MedzAllergies Hotes Labs Frocedures Radiology | Tools |AdminFref | Orders
Patient, Tes{JelT DO8: 025 31357 MR A 2 Home: S00-993-6568

Chart Surmmary | History

NetPractice
EH

Prowider; Jenrifer Jarecki, Do Pharmacy: 7

P ———— Select Clinic For Chan View | Coopesr Emeraency Depatment

al tiorm

Camden _
HIE

R 05/19/2010
. S JATENTNAME Patient, Testief COLLECTION DATE:  UNKHOWN
L ive BRTHDATE  0215A957 SPECMEN SOURCE
HOME FHONE.  800-399-6666 CELIVERED TO: Ryan Arnold, MD
M on day O L FID FORVTRN . CESSION # STATUS: Final

T _ TEST HAME RESUL 1S UHITS REFEHRENCTE RARGE
Oct 11,
REL" q AL 3.8 - 5.2 ML
20 1 O Hemoglghin® 15 Gl 14 « 18 gicl
Hemalocri* 55 H U 42-52"%
:
WA a1 fL 60 - 100 fL
Ho Hew Messages WizH 2BIL pa 27 - 34 pg
MCHC* 0L % I05- 3E%
R 12 % 11 - 15 %
Log Oul | Platelet Count* 150 Kl 140 . 250 KL
i il 14 1L T-1d L
b : Luimphocytes a3 % .48 %
Absolte Monocytss® 5 % 311 %
Ensinophils® 3] % 0D-7%
Ah=olute Neutrophils® 2 il 1.8 = 7.7 il
Absolute Lymphocytes® 2 UL 1 =5 FLL
Absolute Monocytes 1H UL 0 = 0 HuL

absolute Fosinophils® ] Pl 0 = 05 ML
Abzolite Bazophuls® ol Kol 0= 002 il

Testing Facility Comment:
Ennpz: Ener_g'ern:'f Depar:m!nt in-house lab resylcE: santersd I'_'I-f'l' MetPracrtice Admin oOn

05/19/72000 at 6:41 Al.

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.



Community-based Accountable Care Organization

Behavioral Primary Care Medical Hospital
Health Home S

-

.f;.
‘.»
.

Social Service F%‘ti"e

: Specialists
Providers

NJ
Medicaid
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Camden Cost-Saving Strategies

Nurse practitioner-led clinics in high-cost buildings
More high-utilizer outreach teams

Medical home-based nurse care coordination

More same-day appointments (open access scheduling)




Module 3A: Connecting Providers
and Managing High-Risk Patients

Julie Schilz, Director, Community Collaborative
Colorado Beacon Consortium

Rocky Mountain Health Plans
julie.schilz@coloradobeaconconsortium.org

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do not necessarily reflect the views or policies of the
Centers for Medicare & Medicaid Services. The materials provided are intended for educational use, and the information contained within has
no bearing on participation in any CMS program.



Module 3A: Connecting Providers
and Managing High-Risk Patients

Marc Lassaux, Technical Director
Colorado Beacon Consortium

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do not necessarily reflect the views or policies of the Centers for
Medicare & Medicaid Services. The materials provided are intended for educational use, and the information contained within has no bearing on
participation in any CMS program.
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Topics to Discuss

An example of basic HIE operation
Interfacing and Interoperability
Data Aggregation and Access
Applications at the HIE Level

Ease of Access and Communication
Inter-HIE Connectivity

A Smaller-Scale Example
Questions and Discussion




HIE Basics—QHN as an Example

> Data from major sources is sent to providers
[> Major sources: Hospitals, Labs, etc. send ] --EHR/ EMR Lite/Registry

clinical data Labs, Rad, Trn, Path, ADT > Data from provider systems sent to HIE
' ! ! ! --Provider to Provider Exchange

--Data Aggregation

#MRrovider

©
Physician E
Address (o]

Book & ’ EMR Lit
ite
S, HIE
wgs
Master = Provider
Patient . @ ' VS ‘E
Index S e
EMR Lite —

/ HIE and Value Add \

> Improving Care Transitions
> Improving Access to Data
> Virtual Health Record

> Electronic Referrals

> e-Ordering

> e-Prescribing

> Providers access the HIE and EMR Lite
> Registr for workflow, clinical messages, resulits,
9 b4 iliti VHR, referrals, eRx, lab orders, etc.
> EMR capabilities - > Other Providers utilize an EHR/HIE
CHR Interfaces/HIT Interoperability / combination or standalone EHR °
>

Workflow redesign

®

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.
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Interfacing with Major Sources and EHRs

> Starts with the community wanting HIE Provider

> Leaders participate and head up the charge | e IE
> Much time invested and relationship building | 7
’ =

> All participants onboard with costs - pay to play

Prowder
EMR Lite a s A@
EHR
EMR Lite

HIE e

Physician
Address
Book

| Health Record

Master
Patient
Index

I/
Virtua
W

Prowder

EMR Lite
EMR Lite

Interfacing with Major Sources
Relatively easy technically

Reduces Hospital costs ] ] ]
--Fax, print, courier > Interfacing with Provider Systems
--One to many interface > Currently technically complex
> Find time and educate (')

Not used competitively

--Improve care and quality --Dispel the myths

--Workflow improvements with HIT

--Help to obtain incentives

®

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.




Data Aggregation and Access

——y

Billing

Other Provider
Systems

66

Provider
s
)
Provider
go] EMR Lite N | | a0
Physician . é- ‘ } IE
Address ] Qg
Book ‘0‘ EAR
.é' HIE EMR Lite
©
e -G .
Master ‘_:,“ Provider
Patient .\’S EMR Lite ‘ ;
- I dex S
z
EMR Lite o« - EHR
PFBVic!gar
> Data layer aggregates data: . . T

-Major Sources (HIE) Data Services/Middleware EHR z
-EMRs (HIE)
-Admin (claims)
-Billing - -
-Pharm
-Public Health Data Layer
-Others - - ﬁ-\ccess Layer provides: \

-Normalization services/ETL

--Eases creation of new services
-Traditional interfacing ease

--VPN, SFTP, etc. (Data/App Access)
-Web Services capabilities

--Middleware/SOA (Data/App Access)

-Security and access control
--Granular, user, group, role, etc.
-Logging and auditing

k --Utilization, HIPAA, Regulatory J
DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.
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Reporting and Applications

Provider

Provider
LLLLL\_,‘) o EMR the _____
e Physician . §' IE
A(é?);elfs ‘ o EHR -

HIE EMR Lite

=
usy
1

=

Master
Patient
Index

> Applications facilitate reporting:

-Patient
-Provider
-Practice
-Community/Neighborhood
-Region
Data Services/Middleware o )
Performance/ op.
Costs - W Health
\ Data Layer ]
555 Risk -
T Analysis
> High Value Applications
-Pop health tools
--Registry of Registry's
i “ -Risk Analytics
Other Provider Billing Pharm -Performance/Utilization
Systems Admin
DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
67 not necessarily reflect the views or policies of the Centers for Medicare & Medicaid

Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.




Ease of Access

Physician

o EMR Lite
uy

Address Q U N
Book -Qé HIE EMR Lite
S _§é
3
Maste = EMR Lite
r 5
Patient . ‘_C_\'
===y Index S

EMR Lite

Data Services/Middlewaré

R
Data Layer

Performance/

Analysis

> Provide secure communication
--Providers and patients
--Ease accessing portals

> Personal health record (PHR)

> Provide tools to ease providers
transition between systems
> Standalone Solution - SAML

! = > Portal
Other Provider Billing “ Pharm

Systems Admin

68
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DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.



QHN + Beacon Obijectives
Inter-HIE Connectivity

Pravider

—’\9/,

)
LoLeee

)
Leeeee Js

S EMR Lite
l Physician o

Address 0 EMR Lite

Book
5 HIE
=

EMR Lite/ /

‘© /
3
g ,
> 7
pd

Master
Patient
Index

Patient Data Layer PPrtO\?dsesro
Portal ortal/
- W

> Connect to Other HIEs
> NwHIN

E===y ===y
Billing “ Pharm

Admin

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.
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Inter-HIE
Connectivity

Patient

Portal

The Blg PiCtUre

Provider
____________________ r
——————————————— ﬁ
Pravider
E DL

Physician
Address
Book

5 EMR Lite
(o]
ugr N

EMR Lite

Master
Patient
Index

Prov|der

EHR

.

Performance/
Costs

- -
Data Layer

Portal/SSO

Other Provider
Systems

Billing

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.




Smaller-Scale Example — Risk Stratification

Virtual Health Record
- W

Provider

Master\ N
Patient TN @ EMR

Index -

HIE/EHR/Claims Data Gathering

ER Lite
Beportiig

> HIE Results Data is gathered
from EMR Lite and MPI

> EHR Clinical Data from
providers is regularly
extracted

> Payer Clinical Data for
patients is aggregated

Physician
Address
Book

Provider Accesses
Solution From EHR

Mirth Connect,
Match, Results

> SSO (SAML) solutions
for providers

> Access to QHN

> Access to IndiGO

Claims Clinical

De-Identify/

Provider View Patients and Risk

De-identified and batched out
> Data is de-identified before being sent
to Archimedes

Vendor Processes Data

> ai
> Archimedes prepares data for Indigo IndiGO
User Interface and batch back to HIE

®

> Stratified data batched back to
QHN and re-identified

> Reporting views to help provider
ID highest risk patients

> IndiGO UI at Archimedes

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do
not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. The materials provided are intended for educational use, and the information
contained within has no bearing on participation in any CMS program.
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Module 3A: Connecting Providers
and Managing High-Risk Patients

Marc Lassaux, Technical Director

Colorado Beacon Consortium
mlassaux@qualityhealthnetwork.org

DISCLAIMER. The views expressed in this presentation are the views of the speaker and do not necessarily reflect the views or policies of the
Centers for Medicare & Medicaid Services. The materials provided are intended for educational use, and the information contained within has
no bearing on participation in any CMS program.



